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metres above the first incision and the wedge included between the two
incisions is then removed, its base being between the two incisions. A thin
layer of tarsal tissue on!y intervenes between the apex of the wedge and
the palpebral conjunctiva. Removal of the wedge is begun from the outer
side in each eye. If the \\hole cartilage Is greatly thickened it may be
shaved down. The sutures are now inserted* The needle must be entered
through the lo\ver skin-flap near to but above the lashes, and in. front of
the cartilage. A horizontal bite of the cartilage close above the groove
formed by the removal of the wedge is taken with the needle, which is
returned through the lower skin flap 3 or 4 millimetres from its entrance.
Four such sutures are inserted: the tarsus being deficient near the inner
canthus, the horizontal bite is taken through the soft tissue which replaces
it, as high up as possible. The "Aouftd is washed free of blood and the
sutures are tied by a single knot \viih a double turn so as to lie horizontally.
In the first instance the sutures should be iooselv tied, and adjusted later,
their tightness being proportionate to the amount of eversion required.
Excessive tightness causes strangulation and subsequent necrosis of the lid
margin. The edges of the skin are dra\vn together \\ith a continuous suture.
A sterilized gauze dressing is applied and is not removed until the fourth
or fifth day after the operation, when the sutures are removed and no
further dressing should be required.
The border of the lid after healing has occurred will be thick and
unsightly if any excess of cartilage is left below the \\edge-shaped groove.
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FABISM
See haemoglobinuria

